Purpose: The purpose of this process improvement project was to provide nursing staff with evidence-based knowledge and skills to manage patients and/or visitors with the potential for violence. Significance: Current statistics describing workplace violence in healthcare settings are alarming. Workplace violence significantly impacts nursing practice and may contribute to physical injuries, psychological trauma, decreased productivity, and low morale among nurses. This is particularly germane to those nurses who have been inadequately trained to manage aggressive patients and/or family behaviors. Rationale: Following a series of disruptive episodes on the pulmonary-medical service that occurred at our facility in the winter of 2006, an employee safety team was formed to address the issue of workplace violence. Around this same time frame, a team comprising system hospital representatives was also initiated to globally address workplace violence. Methods/description: A Workplace Violence Education Program was devised to equip nurses with information, skills, and practical tools that will empower them when encountering clinical situations characterized by disruptive or abusive patient and/or family behaviors. The ultimate goal was to diffuse progressive, escalating aggressive behaviors in the clinical setting. Findings/outcomes: Evidence-based approaches formed the basis of an educational offering focusing on workplace violence prevention and management. This informational intervention was devised to empower clinical nursing staff with knowledge to enhance judgment, decision making, and implementation of behavioral strategies to reduce the likelihood of patient/family behaviors escalating to aggression. Conclusion: Interdisciplinary collaboration that included clinical experience, expertise, and knowledge generated from current literature reviews contributed to a successful educational program for nurses focusing on a historically neglected topic-workplace violence.
ternal or internal conflict that escalates during illness and transcends hospital boundaries.
Our pulmonary-medical nursing units have 56 beds designated for patients with respiratory medical problems such as cystic fibrosis, tuberculosis, lung carcinoma, and pneumonia. With a census consistently maintained at maximum capacity, limited bed space may necessitate other types of patients being admitted to these nursing units.
Over the past 2 years, a hybrid of patients has been the norm in this clinical area. This more generic medical-surgical patient mix has resulted in a dramatic change in clientele. Increasing episodes of disruptive and abusive situations have predominated along with heightened psychological stress and even 210 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2007 physical trauma for some nursing staff. Numerous factors may be responsible for this trend. Approximately 40% of all patients admitted to hospitals have substance abuse issues. 1 An epidemic of methamphetamine use among our inner-city patient population may be implicated as methamphetamine abuse is a growing epidemic worldwide. 2 Methamphetamine is an addictive central nervous system stimulant, and its chronic use leads to a long-term damage to neurotransmission pathways in the brain and possible structural and chemical changes that have detrimental effects. 2 These changes may negatively impact an individual's interpersonal skills. Evidence of abusive and disruptive behaviors in the hospital setting may also be attributed to dementia, traumatic brain injury, sociopathy, and chronic mental health disorders.
The increasing prevalence of these scenarios within our units prompted the medicalsurgical nursing leaders to develop an employee safety team to address the issue of workplace violence. Our goals included improving nursing staff morale, decreasing the departure of core seasoned nurses, reducing negative labeling of the units that influenced the recruitment of new staff, especially new graduates, and promoting a positive work culture responsive to staff needs to foster a safe work environment.
WORKPLACE VIOLENCE STATISTICS
Workplace violence statistics in healthcare prompt grave consternation. Consider the following:
• there were 69 homicides in healthcare from 1996 through 2000 (see reference 3); • in 2000, 48% of nonfatal injuries from workplace assaults and violence occurred in healthcare or the social services 3 ; • the majority of violence occurred in hospitals, nursing homes, or residential care services 3 ; • nurses, nursing assistants, and attendants suffered the most frequent nonfatal assaults resulting in injuries 3 ; • in 2002 and 2004, 28% of nurses reported that they had experienced violence within the past year while working 4 ; and • studies indicate that more than 80% of assaults on nurses are not reported. 4 Often, hospital administrators are unaware of violent episodes in their hospital because of the phenomenon of underreporting. The revelation of institution-specific statistics, however, is often the genesis of action plans outlining strategies to ameliorate violence in individual workplace settings.
Physical assault is characterized by handson offensive contact or attacks ranging from slapping and beating to rape, homicide, and the use of weapons to inflict injury with firearms, bombs, or knives. 5 The Emergency Nurses Association recently formulated a position statement on the topic of workplace violence, which defines workplace violence as any physical assault, emotional or verbal abuse, threatening, harassing, or coercive behavior in the work setting that causes physical or emotional harm. 6 There are a variety of reasons why nurses are potential targets for violence. Nurses are the frontline healthcare providers who initially hear patient and/or family anger, fear, and anxiety. Nurses provide the hands-on care to patients and are the healthcare providers most frequently seen by the patient. The nurse's availability to the patient makes the nurse the most frequent target, although other healthcare disciplines including physicians, pharmacists, and physical, occupational, speech, and respiratory therapists may become targets for violence as well. Nurses tend to be more tolerant of inappropriate behaviors that lead to violence and tend to put others' needs before their own. 7 It is often the nurse who provides painful treatments such as inserting intravenous catheters and providing wound care and dressing changes that agitate patients who may already be irritated by pain, fasting, cancelled procedures, or contact isolation precautions that prohibit smoking outside the hospital and lead to cravings, irritability, discomfort, and distress. Nurses must set limits with patients, which lead to patient frustration and resentment. This frustration may be exacerbated by poor interpersonal skills or cognitive impairment that limits emotional expression. Knowing then that these clinical scenarios prevail, why does tolerance for violence in healthcare settings remain acceptable?
Societal exposure to violence is currently much more frequent than in previous decades. On a daily basis, news broadcasts, newspapers, movies, video games, television, and books portray violence vividly and repeatedly. In addition, what is considered acceptable behavior in society has significantly changed over time. 7 Irreverence toward authority figures such as nurses and physicians is frequently the norm. Nurses also have their own misconceptions about what constitutes violence.
Violence may be expected as a corollary of nursing work and hence it is part of the job. 3 The importance of reporting violence may be minimized as nurses fear reprisal from patients, which may include fear of individual retaliation or by the imposition of harm on family members. Nurses may feel a personal responsibility for provoking the violent act or not preventing it. Fearing inadequate administrative support, nurses may be reluctant to report incidents and hence avoid potential blame for providing inadequate care. Yet without data on the nature and scope of disruptive and abusive behaviors and the absence of education and skill-building to deescalate negative behaviors, violence may be facilitated.
In the absence of physical injury, reporting violence becomes problematic as the nurse may not recognize the symptoms of emotional and psychological trauma; however, symptoms of such trauma often lead to cumulative stress, compassion fatigue, increased use of sick time, apathy, flashbacks, crying spells, intrusive thoughts, and nightmares. Nurses may fail to report violence, disruptive behaviors, verbal abuse, or even aggression because they may empathize with the patient in their situa-tion. Employee rights and knowledge of the law as it pertains to assaults on healthcare providers may not be widely known or understood. Hence, reasons for continued tolerance of violence in the healthcare workplace stem from numerous etiologies.
EMPLOYEE SAFETY COMMITTEE
In the spring of 2006, an employee safety team was formed at our tertiary care medical center. This was prompted by discussions between the senior clinical manager for our medical service, the behavioral health clinical nurse specialist, and the director of organizational psychology in response to a series of recent traumatic situations that had transpired. These episodes included the case of a chronically mentally ill male patient who was psychiatrically unstable, refusing medications, and was threatening to harm the staff; a male patient with sociopathic traits who was belligerent to the police when they were called by security to intervene; and a verbally abusive female patient and family member who were emotionally traumatizing the nursing staff. These recent episodes were subsequently presented to a larger body of hospital administrators who were unaware of the violent episodes occurring within our facility. The decision was made for the team to address employee safety. Initial intensive work transpired over a series of 5 months. One of the team's first endeavors was the creation of an Employee Rights and Responsibilities document, which contains 7 employee rights and 4 employee responsibilities. Its intent is to provide staff education and to empower nurses. Also, 5 algorithms or flow diagrams were devised to aid clinical decision-making by professional caregivers. Each of the algorithms addressed a specific type of disruptive behavior. Appropriate clinical interventions were outlined specific to each behavioral scenario. The 5 algorithms consisted of the following:
1. the disruptive family member who is intoxicated, angry, hostile, verbally or 212 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2007 physically threatening, and/or demanding (Appendix A); 2. the cognitively impaired patient (ie, because of dementia, a traumatic brain injury, or in alcohol withdrawal syndrome); 3. the patient with a history of violence, criminal behavior, sociopathic traits, or active substance abuse; 4. the psychiatric patient with capacity and the ability to make his or her own medical decisions; and 5. the psychiatric patient who lacks capacity, is unable to make his or her own medical decisions, and who may need petitioning or immediate decisions by their mental health power of attorney to authorize medications for stabilization or initiate a psychiatric admission.
THE RISK MANAGEMENT INTERFACE
The 3 incidents described above had been reported to our risk management department. Hence, the risk managers were acutely aware of the struggles experienced by the nursing staff. Around the same time that the em- ployee safety team was being formed, the risk management department was also devising a systemwide Workplace Violence Committee. It was important to establish the direction, goals, and projected outcomes for both initiatives to avoid duplication of efforts.
Banner Health Workplace Violence Committee
The Banner Health (BH) Workplace Violence Committee was spearheaded by risk managers. Following the aforementioned series of violent episodes, this committee researched the current literature on workplace violence, created a workplace violence policy and procedure, reviewed existing institutional data on assault prevalence, considered the introduction of a potential flagging system for violent patients to be integrated into the new electronic medical record, developed and distributed education materials, researched treatment protocols (ie, for nicotine replacement therapy), investigated signage for the emergency department, and compiled a list of available resources on workplace violence (Table 1) .
PILOT PROGRAM COMPONENTS
In October 2006, a workplace violence educational program was introduced to the nursing staff on the pulmonary-medical service. A mandatory educational curriculum and program called "Practical Tools You Can Use"was designed for all staff who might potentially be exposed to workplace violence (ie, registered nurses, licensed practical nurses, nursing assistants, health unit secretaries, case managers, a clinical educator, a clinical nurse specialist, and a social worker). Early morning classes were scheduled for the night shift, and attendance was excellent in all 5 initial scheduled sessions. Major program components included the following:
• workplan overviews of the institutional and system teams on workplace violence; • review of the Employee Rights and Responsibilities document; • introduction to the 5 clinical decisionmaking algorithms; • preview of the 8-hour Crisis Prevention Institute class 8 ; • discussion about incident reports for tracking, trending, and quality improvement initiatives; and • presentation of the newly created storyboard on "The Violent Patient: A Nurses' Guide to Violent Patient Intervention." Each class was scheduled in the employee lounge for staff convenience, lasted 1 hour, and integrated time for questions and answers. Administrative support for funding was obtained to send all nursing staff to an 8-hour training program called Nonviolent Crisis Intervention. This program was developed by the Crisis Prevention Institute, which is an organization that provides training programs and resources for human service providers based on the concepts of care, welfare, safety, and security for everyone involved in a crisis situation. This training helps healthcare providers intervene in safe and effective ways if and when behavior becomes dangerous. 8 Training focuses on preventive techniques, personal safety, verbal de-escalation, and team intervention strategies. A variety of teaching modalities utilized by certified Crisis Prevention Institute (CPI) instructors is integrated into the program, including the use of situational role plays, demonstration/return demonstration, lecture, and large group discussion.
MEASURING PROGRAM EFFECTIVENESS
A paper survey was distributed to all nursing staff from the target units to collect baseline data. The survey began with outlining key definitions that included the following:
• disruptive situations are those dealing with a confused or agitated patient, rendering care to a patient or family is perceived as difficult, impacting the flow of work; and • abusive situations are defined as patient or family behaviors that are aggressive causing nurses to become fearful of physical and/or emotional harm. This survey assessed 4 areas requiring Likert scoring and 1 area needing narrative answers. The questions necessitating Likert scoring addressed (1) the nurses' perception of how skillful they felt when dealing with disruptive and abusive situations; (2) their perception of how stressful they feel these situations are; (3) their perception of how supported by nursing administration they feel when they need to confront disruptive or abusive situations; (4) their perception of support from colleagues, and (5) who their primary supports are when the nurses encounter these difficult situations. Demographic indices included length of tenure in the nursing profession, frequency of encounters with disruptive and abusive situations, estimation of the frequency of disruptive and abusive encounters in the past month, stress-reducing strategies utilized, and suggestions for responding to these situations when they occur (Appendix B).
The surveys were anonymous and were returned to the system director of nursing research who tabulated the results. A memo addressing the purpose of the survey and an addressed envelope to the recipient were included. The survey will be repeated in 2007 to evaluate the workplace violence educational program's effectiveness over time.
FUTURE GOALS AND OUTCOMES
Historically, CPI has only been a mandatory educational requirement for behavioral health staff members who are required to attend on an annual basis. With documented success in medical nurses' perceptions of their ability to manage real and potential workplace violence, this program will next be utilized in additional designated areas of the hospital at high risk for violence (ie, Emergency Department, Neurology-Neurosurgery Service, and the Rehabilitation Institute). As a large urban teaching hospital, this program has the potential to make an impact in all areas of our institution.
The greatest barrier to program implementation has been the cost for 8 hours of training. Acknowledging that administrative support would be critical to the program's success, managers and directors were included in the employee safety and workplace violence teams to increase their awareness of the implications of workplace violence. Retaining valuable and experienced professional nursing staff and nursing assistants are critical priorities. The ultimate goal for this educational program is for it to be implemented throughout Banner Health, which currently includes 20 hospitals in 12 states.
In the presence of ongoing emotional and physical personal threat, nursing staff, regardless of experience and tenure, may choose another clinical site in which to practice. While retention of experienced staff is a major goal in offering this type of skill enhancer, it is difficult to establish the program's relationship to staff turnover and subsequent costs related to orientation of new staff. Measuring nurses' perception of their ability to manage disruptive and abusive situations is another way to address program effectiveness.
The financially driven outcomes and implications of assaults on employees can be quantified by (1) tracking lost paydays, (2) necessary "light duty"days, and (3) payment for workers' compensation. Hence, comparisons over time demonstrate that this program has the potential for significant cost savings and increased productivity.
WORKPLACE VIOLENCE RESOURCES
While large teaching hospitals have unique constraints with size, communication complexity, and staffing requirements, they are also positively characterized by their volume of resources. At our institution, security officers with K-9 units are available at all hours, every day of the week. These specially trained security officers and their dogs respond to all institutional "Code Grays,"the emergency signal for mobilizing a team to assist with combative patients. The director of organizational psychology assists staff with stress management and provides unit-based debriefings following the occurrence of critical incidents. A knowledgeable and experienced group of risk mangers is available on call around the clock for advice. In addition, hospital chaplains utilize a philosophy that targets employees as well as the patients and their families, as the recipients of spiritual and emotional support. Patient relations department staff, nursing administrators, and a clinical nurse specialist also can be mobilized to provide specialized advice, consultation, and intervention.
CONCLUSION
For an effective violence prevention plan, interactive education and training for all nursing staff is essential. Empowerment of nurses to build confidence in their ability to manage potentially violent situations can be facilitated. Nurses also need to know what their rights and responsibilities are when they encounter patients with abusive and disruptive behaviors. Accurate documentation and completion of incident reports for tracking and trending are an invaluable method to substantiate the need for novel programs and the identification of action plans. Evaluating outcomes over time and making employee safety a hospital or a hospital system initiative will ensure program success. This article has provided the reader with an exemplar of how one small 56-bed service may potentially impact the safety of 22,000 employees within an entire organizational health system.
